An 84-year-old woman was referred to our voice center for hoarseness. She described her voice as strained and raspy. Her past medical history was significant for atrial fibrillation treated with amiodarone, diabetes, history of cerebrovascular accident with resultant hemiplegia, and chronic anemia. She had laryngopharyngeal reflux, which was treated with omeprazole 40 mg twice daily and ranitidine 300 mg at night. She was a resident of a long-term care facility.
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Strobovideolaryngoscopy revealed mild arytenoid erythema and edema and incomplete posterior glottic closure. There was a mobile, well-circumscribed pedunculated polyp posteriorly on the musculomembranous portion of the left true vocal fold ( Figure 1 ). Its location on the vibratory margin interfered with complete closure of the vocal folds.
In a study of 94 patients diagnosed with vocal polyps, Jeong et al 1 evaluated the outcome of conservative management. Of their 36 patients where polyps resolved, almost 80% had resolved in 8 months. Therefore, for small, recent-onset polyps, observation might offer an alternative to surgical management.
Our patient had a large polyp and hoarseness that had been present for over 1 year. She had several medical problems that put her at risk of undergoing general anesthesia. Therefore, the patient consented to in-office, transoral excision of the polyp. She was given transoral topical anesthesia with cetacaine spray, followed by intralaryngeal 4% lidocaine. The polyp was removed using a sharp, side-biting cup forceps that allowed a resection at the level of the epithelium (Figure 2) . She tolerated the procedure well and returned for follow-up 2 and 6 months postoperatively without recurrence of the lesion (Figure 3 ) and In-office surgery is a viable option for many patients, particularly those for whom risks of general anesthesia are high. However, patients need to be selected carefully, especially elderly patients. Although in-office resection seems more benign than direct laryngoscopy under anesthesia, it can be very stressful for some patients. In most offices, cardiovascular monitoring is not utilized for in-office surgery, and resuscitation equipment is not always available for immediate use. Procedures such as the one described above are ideal for patients who have not only the right anatomy but also the right temperament.
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